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A 385 48U3 NURSING SERVICES
A 000 Slaff'Fanure to provide care In lIccordance w:Iththe hcility's poliay m:ld

prorotDlland to conduct on--going health IlIItulallC8lllJcnQl when tbere is
an Identified ohaDBein Plltionl ~nditiOD. '
Tlic policy and procedure proce •• for implemeolllldcln Blld IltlIff cducatiCIl
h., bealladdrassed by tho following Illsillod1:' '."
A) All polioies end procedures that have e oritiOQ] impact all plltlcot CIlfC,
18kI)' IIIId _U-bciag will be unplemcnllod with Dprocca that nqulm
sllltfto /lttend educational Be,"ion.s Ilnd/orn=d tile policy. sillTl tharthay'
~undttmnd the polloy. Qodto direct questiOO! to tbelr respective mlinagcr&..
Any IlBfllJot 00 -lite for cduclltlonal se,sjonB will be mailet! tb~'poliey,
included allY educanonal band-oUI:B II! Iloadad and I"lltum recaipc will be
req\lested.. SlAf.!'who 40 not lDllowthl ho'pil/ll's polioillli and p,rocedure,
will receive performance cOlIllllcling by their rc3peCtivc msnager£ in
concen with thmlIXist:ing HR p'olicies for dieciplm.l)' lletiOll.

An unannounced on-slte Investlgatlon was
conducted by the Division of Ucensing and
Protection, 'ill; authorized by the Centers for
MedIcare and Medicaid Service6, on 1/24/12
through 1/26112. ,The following regulatory
deflolencles were identified.

A registered nurse must s,",pBrvlse and eValuate
the nursin.9 care for Bach patient. ' . !

A 385 B d"'" tb . , , ' ") A wuODally. e Exeonuve Coordinator will make e:CD 10.
each tmit ofourrent policies a1\d procedures lind ~ch anWprogrll1l
IManlllJlll'will be required. to updatl: 88 nellol er rmsod;policies are
, Slllltwt by tho BxocWvc Coordinator. This CD wi1l:a.ssist direct
, aare staffwith elS)' mtrieval ofpolicies in additioD ~ having the
poliClies IoDated OD the hospital's S drive. .
C) The Quality department will request that each MWger pravidll
. copies of the staff signatures forpolicie,s and will retain the postal
receipts.
lde.otifioOIion by nur~g suff of changes in a llatient' £ co:oditiDII

" 'llIld the pro'llisio.o of on-gortg 'hea1t:h swus assessment ha.s been
: addI1=B~dby the followiDgmtthods:
,We have identified Bglobal i33'ue with fragmentation in nursing
~wesS1ll6llt ondretlsse6sO'lent pllIticularly 8S it relates.to medica.l
iiaBuce, .We have addressed these sys 8U ,wlth the '
~following action plan6() 1fI , W OJO: ~~ Iq ) V--1'l. '

A 395 ,A) NURSING; OLOBA,L ~G NTATIO INNURSlNG
:ASSESSMENT AND REASSESSMENT-
01\ Febru8.lJ' 2n~ 2012V81e~ O'I~ Doma.l~sldstepped
down as 'PIe VP ofPat:ie:ot Care Se,rvices:Debra Lucey, RN,
MSN took over the role effective that dare: De\ml. was workillg'

This .STANDARD ' is not met 86 evIdenced by: ' iat the Brattleboro Retreat as the Director of Education and :

REPRESEl'liA'I'IVE'S eIG~ATURE TIT.LE ,'J " . ()(6)OAn;
.t>,Siv vnfff "~ </-CEO ?JIb lZ '

ThIs CONDITION Is not met as a"idenced by:
Based on'staff interviews and 113.cord review the
Conditon Df NUrsing Servloes w.as not met as
evidenced' by stafffailure to provjde patient care
.in 'aqcordance with the faclllty~s policy and ~
'protocols and to, conduct ongoing health .status
assessments when 'there Is an identified ,change'
in -patient condition.

The hospital must have an organized nursing
servIce that provides "24-hour nursing services.
The nur.sll'lg 6ervices must..b& furnished or

, supervised by a registered nurse. , .

A 000 INITIAL COMMENTS

Based on Information:gathered .the faclllty,was
determined noUo be in .compliance with the
Ccmdltlons,of P,articipalion for Nursin.g Service6
~andp.,harmacy..ssrvices ..

A,38'S' 482.23I<JURSINGSERVlCES

Refer to A-03.95 and A-Q405
A.39S 482.~3(b)(3).RN:SUPERVISION ,OF NURSING

CARE

Any dBflclency statement B!1dl'lg wi an asleri3 (") denotes a deficiency. which the IfI9tlttrllon mllY b'e excused from oorre9~ng providing It is determined 1M!
othar .&llIfeguar.ds-provide suf'lldllnl praleoUo" 10 the patients. (5ee.inslrlJdlona.) Excspt for nursing /lomss, Ihe,flndlngs srated abeve.are dlscl~abJe' 90 days
followiJig the dsle of lurvey,Whether or not a pilln of correction i~provided. Fcr nursIng homes, the abovBlIndlnll6 and plans of correction 3T9.dleclcllllble 14
dllYS following the date tbB&8 documenls are m.de IIVlln.b1e to [he fat:lNty, 'lfdefici8J1cieu;.are,clled, an approvad plan of correction is requlslle to e:cntinued

, program pa'ttlclpaUon. . . , • :' .,' ' , , -, '.' ,

FORM CMS-2567(02-811) Pre-loua V.BI'5iom; ObBclele E'venlID:7B1<1,11 FscDlly ID: ~74001 If contlnualion shEl«:l1 Page 1 of 1B



APR/13/2012/FRI 01:09 PM ADMIN MAIN 3 FAX No, 2583787 p, 004

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

8l'ATEMENT OF' OEFICIENCIES (X1l PROVIOEllISUPPlIERlCUA
AtlO PLAN OF CORRECTION IDENTIFICATION NUMBER.:

474D01

(X2) MULTIPLE coNSTRUCTION

A.8UILDING

.8. WlNG _

PRINTED: 0210612012'
FORM APPROVED

OMS O. 093fHJ391
(X3) DATE SURVEY

COMPLETED

C
01126/2012

NAME OF PROVIDER OR SUPPLll:R.

BRATTLEBORO RETREAT
10

P.REFIX .'
TAG

(XA)ID
PREFIX
TAG

SUMMARY SYA'iEMENT OF'OEFlClENCles
. (!;AQH DEFICIENCY MUST BE PRECEOEO BY FULL
REGUlATORY OR LSC IDEtolTIFYING.INFORl'MiTON)

'STRro ADDRESS, brrV ..STATE,ZIP CODE
ANNA B4ARSH.LANl: PO BOX BQ3

BRATTLEBORO, V1''05301
PROVIOER'S'PLAIIl OF CORRECTION

(EACHCORREC'iIVEACnGN SkOUI.P liE
CROSS~EFERENCED TO tHE APPROPRIATE

DEFICIENCY)

(XB)
, COMPLeTION

OATS

A 395 90ntinued From page.1
Based Dn staff Interview and record review
,n'ul'.!!ing staff failed to folloW the facility's policies
and protocol for medication admlnlstratlon ao? .
sarety searches, and failed b assure the ongoing
evaluation and assessment of paDen~care needs
and health status for' 2 paUents. '(Patlent:s #1 and
#2). 'Findings Include: . ' .

1. Per record revle.w staff failed to follow the .
facility's poJiC;y tl~ed Administration and '
Scheduled l1me of Medlcatlon. last revised ,and
approv.ed In Ju[yof 20 11, which stated: m.
Verifications, Education and Discussion; l'Before
.adm/nlsterlng medIcation staff will: Verify that
there Is no.contraindicatlon for admlnlsterit"!Q the
medication." In sddition the faciJity'.s protocol for
responding to missing medication, titled'Safety .
Searches - Unit Look-down for Contraband, dated;
June 2006, which:stated; "All medication pa9ses
areJo be. helted and no medication may be given
until cleared with the Unit Manager or
Supervisor", was not followed.

Per record review Patient#1,whD was admItted
:to !:heT¥ler 2 Unlt'on 1/18112 for treatment of
, suicidal ideation. and alcohol detox., was.able'to
. obtain and ingest the Methadone (opiate)
prescribed for Patient #2 during a medicatlon

.. (mad) pass on th.e morning of 1119/12. Per.
intervisw, at 3:20 RM on 1/24/12, 'Nurse.#1 who
was responsIble for med pass. fur all patients on
Tyler 2 on 1/19/12, stated tnat slhe was.inside the
med room that morning with the bottom half o~ '
'ttle Dutch Etyle door to the room closed .. S/he
stated 6/he had prepared medications for ssveral t
patients, and placed the meds In Indillldusl plastic
med CUPB, Identified by patient name, on the top .' '.
.of the.med 'cart whIch was located next to the .

. . . . 'she seamlessI}' stepped i'nto the role ofInte~ nirecto:r of .
A a95N . D b b' 25 .. N - .. ursmg. e n. nngs over years expcrumceIn ursmg

.and Administrative .Nursing roles.

If continuation sheatPsge' 2 of 18.FBclJ11V 10; 474001

'New Care Delivery Model- Teat:nfModmed Primary Model'
1. Initial nursipg .!$5essm6l1t to be done 01] the.units by unit.
RN's in o:rder to provide for consistent.jdentification of
medical and psychiatrio problems and follow 1W
~e--llssessroeirt ofpati6llts.
I
:2'.lYle:r 1,2, 4, 02~ LGBT: Each Nurse will be'usigned to
~ team 'With a Social Worker, MD, and MHW. The Nurse .
.;wiUhave a.case-load of 6-8 pm6l'lts- do their own
'admiS£ions, llSsessrnentslreas:sessments, treatxne:at plans and
documerrtation, own medication passes, patient education.
and attend trelltmeotteam of asSIgned MD/SW team.
Meetings scheduled witb PI team of Unit W' s;-nextstep is
to involve MD and SW stakeholders. The biriog of a 4th .
RN on the day 'and evening shifts for 'lYler 1 BDd Tyler 2 is
rc;quircd to implement this mJ\ior chllnge in the;c~c; delivery
P:t0dcl.A PI study had been undertaken by the dluality
tlepartment in Dec~bcr 2011 at the request of the quality
iiep811ment with approval by the CEO. This ,rudy looked at
tlata fro1Il2007-2011 and indioa1Ed the volume of
medications administered, .and other Nursing worldoad data
were substantially greater ~n these Z adult UDi~". The study
al&oidentified 'an iocreise in active Axis 3 MediceJ acuity,
number:sof admissions a~d discharg~, rapid cycling of
admiS!lioDS on Tyler I, and the uending of admissions on .
the ev~ shift. TllO positions were verbally apprOVed\bY
~beCEO in mid-Jaoua:y ~d formally ¥proved for :fast~J- .
ti'aclc.in~00 Janual)' 23rd,.2012. d /1/ .: ~

tfC/uM{-/l q~~
E~lInL10: 78741.'F.ORM CII/lS-,2-'S7(02-89) P(eVll?u~ VeIlllo/l.l Ob50181a .
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.A 396 Continued From page 2
, door and wUn!n arm!s reach of someone standing
outside the.door. Nurse #1 stated that Patient #1
presented at the med room door.for hts/haf
medication at approximately 9;00 .or 9;30 AM tha~
day. S/he stated thatttle patien~ who waf>on an
alcohol detox progran;Jhad an assessment
conducted by hIs/her primary .nurse, in ,
:accordance iNith the Alcohol Detox protocol, that
identified a Gcor:e Which required'administration of;
75.mg.of L1brium (benzodiazipine used 'to relieve ;
anxiety and control agitation caused by alcohol
withdrawal) . Nurse #1 stated. that s/he
.adminIstered the .Librium and. Patient #1
continued to stand leaning on the shelf oUhe half I
door repeatedly requesting Rita fin I for which there :
waS no physician order, while other patients. lined '
up in the hallway awaiting their turns for med
administration. Nurse.#1 slated that alhe had
turned hialhef h~ad away fr;omthe patient for a
short perIod just once during the. exchange with
.Patient #1- Following Ihe exchange, Patient #1
left1he area 'of ,the mad room and t.henurse
continued to administer meds to other patients.
Nurse #1 .stated it was.within 15 minutes of the
.exchange with Patlent#1 that Patient #2
presented to the med room .door a6klng for rhelr
delly maintenance dose of 110 mg of Methadone
and ~henurse was nat able to find the pre-poured
medIcation. S/he stated s/he had pr.evlously
prepared,the (2) 40~tT)g'wafer:s and (6) 5 mg i
tablets to total the 110 mg dose, placed them In a ,
plastic mad cup with 'another plastIc mad cup ;
covering It arid placed it on top of the med cart !
N.urse #1 stated that s/he alerted other staff and I

thePharmacy.that.th& Methadone was mIssing. '
SIne. stated .that, with the .assistance of a'
phaqnacy-technician, they.searcned, ' ,.
. unsuccessfully, throughout the med room for the. i. ,

The 8 nt;w position, were p03tcd an January 24th. md recruiting
A 3.9~ eftOl16 jmmediately began, re6ulting in the hiring"of 5 new staff

as of2/27/12. An eXtn. orie)'lmion has been added in order [0 get
~~l)' hin;d stoff in pla.ce Boonei then the regular orientation. "

Projected implern~n!ll.ti9ndate js 4131fl2 for the new.care
deliVer)' model. . .

. 3. Quality department chart audits had revealed that RN
BSSCS!IDCIlt BDd documentation needed to be improvEjd in reg~s
. to on-goms health assessment of medical proqlems. A PI team
~onsisting of unit Nmses, Quality departmexrt S[a!f, and led by
the Din;cror ofBduCIltion '\VB! started in November 2011
DocUDlenta.tion flow sheets wert: re"ii"cd to be specific to the:;
patient popuJatio:o., include sW)dardi~ed meDtal starus
assCSSInent, and standmlizcd physical !)'stel:nS assessment and.,
rCll3scsment Included arc trlggers to notif)' an LIP lIIld .
aonOl'lDal and.naJn)a1 physical SYStems criteria as well as triggers
when to document additional informatioD in the progress notes.
ThC3e nt;W docum~llltion flow sheets WCl'O developed with unit
sta1ffnput 8J:ldman411tol)' .education sessiollS' completed DD
3/1/12 end 3/5/1'1.
Staffwho have not completed will be milled eduC'ational'
hend.out! on 318m. imd told to cbeclc in with their Managers for
.questions. The QUQ~' department will begin !J.uditing 20 patient
l".ecords weekly to -monitor the Dew process for documentation,'
after iJn'plernenUliion on 3/8/12.

4. Medical Systems ecincl1tlon modules end protocols for Nursing
1n~cntion education on Respiratory. CardiovBBClllar.
Neuroiogi~al. OJ/GU lind IntegumentBr)' systems to begin 3/6/12'+to replicate new inItial nursing Il3sessment a,ndnew
documentlitioD flow sheets. The soonesttbe instructor could.
come for training is 3/6/12,

5.MD hired to ~lIJltrVisc th,cMe:;dical Clinic aDd Medical LIP's- .
~tart date AprlI 201~. . . .

Event 10:7B7411 FBcmIY.IO: ~7-4001 If.contlnuation $hBet Page '3 0' 18
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A 3B5 .Con~nued From pagE! 3 .
I

Methadone. The protocol for.Safety Searches-
Unit Lock down.for Con~aband was Implemanwd I '

Immediately following the.]derilification ,of missing:
Methadone; patients were gathered in the
community area as Individual room searcheS
were conducted and the process of obtaining
iJrlne for drug .screenlng was Initiated on all , '
patients. Nurs,e #1 slated that, during this "me,

, .although s/he'had not .ao{1sulted Patient#2.'s
attending physician, s/he did speak with e
"Pharmaolst about providing the maintenance
dose 'of Methadone to Patient #2 who had sttll not
received the medIcation, Despite the fact that
. .adminis1Tation of Methadone to Patierit #2 was
contraindicated because staff had not been able
. to account for the missing Methadone, (twas not
. in accordance wIth the protocol that stated to halt
all medication administration, and, finally, wllhout
consulting with the attending physician or Nurse ;
Manager, Nurse #1 confirmed that s/he
administered .110 mg 9f-Methadol')e to Patlent #2-
(at 9;30 AM according to the MedIcation
Administration Record). In addition Nurse #1
stated that s/he continued to administer,
. medication to the 3.or 4 patients .that had.still not
. receIved their scheduled medi~tions,

During Interview, at 3:4& PM on 1124/12, Nurse
#2, the Charge Nurse on Tyler 2 on 1/19/12,
confirmed that following the identification 'of the
.missing Methadone.the Nurse Manager,' .
Super.visor and Physicians on the unit were all
notified; the patients were .gathered in the ,
community area and'room searches were i
conducted on the individual patient rooms, NUr6.8

'.#2 stated that-during this period Patfent,#1
approached him/her and admItted that slhe had

. ~~nd a whrt~ pill (a 40 ~ wafer of Methad~ne) ,

,
. '6, A medical LIP will be assigned a beeper for immediate
A 395 .IabiJ'j, fi N' ff •...•. 'IlV81 l./ Of lITSmgsta to contactreg •••urng emergent

.medical issues, io additioo.to attending p~ychiam8t and DOC •.
,--implement 3/31/12, 01' soone.'. .

7. Dr. Brad Reynolds-sleep specuilist, agreed to come and
present an educational conference foJ' all stoff on bigh risk.
patients with sleep apnea, in May 2012 He Qgr~ed to be
videotaped for future sts:ff edu~ati6n.

8, Executive team members have conducted investigation in~o
what athel. free-5tan4ing Psychiatric Hospitals use for
,'emergency life support response and equipment arid hav'e
found aU hospitals contacted use AEl)'s BIld~l1Sje;life support .
or BLS. A Juran PI has bc~ 1I.33C;mbledeffective 3/6/12 to
-reseafch the levl:l arCade Response offered in Medical Acute
.Care Hospitals, ethel' Psychiatric Hospitals not yet contacted
'and other levels of ClITe. This research will mClude an
!equipment review. sraff competency' and tl'aining requirements,
;and additional advanced c~ficatiof18 required should we
:move be)'ODd BI.:S.

.9, dinjcal Managel."S andNursing HQU5e Supervisors
'insnucted to innnedilltely begin checking doclmlantation ~
jincideot8, and for patient! with high risk medical issues, Deb~
'Lucey, RN. MSN. Interim VP ofJ'lltient Care.servicc9, follows
!upweekly with Nurse Manager's to ensure process is
'oceun'ing,

10.The Qualit)' department' begBIl conducting 20 cb~ audltll
,wedel)' flI\d charts sfIr!lpled to'be chosen based on medicB1
.issues notedltl the NUI'lIingSup~r"ll!lots report. 100% of code
'blue mcidr<nt; are'bEing reviewed by th,: Quality depattmerlt. '
Feedback inc1uding inadequate documentation lind patient '
;nmne and medical record nUIl1bCJ' are.'provided to Nurse
MQIlager's fOl'thelr revie~with re3pecti~~3taff.

FORM CMS-2!lS7 [02..v9) PrevIDU' V.mlons Ob,o!11e EVent 10:'181-411 11Ctln~mJ8~lOn,heal Pa.9s :4 of 1a
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Per interview, at 12:53 PM on 1/25/12, the Tyler II
NUTs.e Manager confirmed that Nur.ae #1 had
.continued to administer meds to patients after
Methadone had gone missing and further stated
that slhe had told Nurse-#.1 and .all Staff that
m8dlcatlo~ administration had to be halted
because they could hot account for the missing
Methadone. .

A 395 ConUnl1ed From page 4
. on the floor of the .bathroo'm that:moming and had
ingested it.A body search was then cond uctedon

• . I

patient #1 and dUring the contraband search of
Patient #1'5 room s/he reveale,d a 5 mg' tablet of
Methadone that had been taped to.the underside
of a ,drawer. Patient #1 was placed on 1:1
observation slatUs and after.beginnin.9 to exhibit "
symptoms of Mel:hadone overdose, Includln.9
slurred speech, .decreased ,respirations,' i .,
Increasing lethargy. and constrlcted pupils, s/he I
was transferred, ar11: 55 AM,.to the ER
(Emergency Room) for treatment Patient #1
retumed to. the facility approximately 3.,and a half
.hou~ later at 3:30 PM, was transfe/Tad.to the
Tyler I Unit and subsequently returned to the ER
at approximately 5:00 PM that evening.as a result
of contlnuIl1g to exhibit symptoms associated with
Methadone overdose.

i
,2. Per. record review staff tailad to provide j

cmgoing .BssesSments of health statu~ .for Patient:
#1 who was readmitted to the'facility DO the •
afternoon.of 1/20/12, following an acute'care stay:
In the IClJ (Intensive CarE! UnIt) for monitoril19 :
and treatment of Methadone overd()se. per . j'
~,!Iew of document8Uon completed at the :
hospital during Patienl #1~ acute' ~re stay from
1119/12 through '1/20/.12, a nurse's note, dated
1/20112 at 8~15AM stated. the patients's 02

DoliraLucey. RN. MSN,1Dtcrim VP ofPtrticnt Cm'C services,
A395 . '" . .. follows, up ~ec;ldy wlI:h NU1"s~Manager's to ensure they. are

meeting with .stfIffwho al'e not documonting adequlltely and
. providing education and expectations for pocUlnenta.t.ion. Staff
e,,;hibiting trends in inadequate dOcUIUel?tatiao will receive
perfOl'IIlllll.cecounseling via the hospital's discipliIwY aotion.
policy,

11. Rob Simpson, CEO requirJng that aU e.c1ion it~ms are
reViewed ev~ week in Executive toam to eDsure Executive
ownership md ovcrsl~ B3well 811~suriIJg any
implanmtRtion isslfes resolved.

.B) POLlCY AND PROCEDURES IMPLEMENT:EID SINCE
.1121112

. I
..,

1. 'The ho6j>ital '8 Patient Safety ltoms and COJltra~d policy
was revised on 1/25/12, The revision included the addi1ion ofa
protocol that in.structs staff on the. actions to take when.
medication is missing.o)' contrablUld is suSpected to be on the
unit. The protocol was well known to many ~taffhowev.~ it
was dIffjcult to locate and there were some staff that were not
awm of this protocol: This revised policy SDd.educational
matO{ia! w~ iIpplemented on 1/23/12, and was ma~led tQ all.
. Staffwho did not receive. orientBtion on sire with retunJ receipt
fcqUes1ed. All staff were requiied to 8ign that they ~eceived .
lind under:rtood the policy and were directed to tll~jr respective
~a,ge.I"'S for questions. Additio):la1Jy large p06terS weJ'e mad~
for the m edicati ~D r~~ros and Uc.lt staffs .break areas that ., . .
speci1Y Bteps to Ulk~ in these situations.

2,.An 02 satumtion Dnd vital signs protocol forrespi1"flTOI)'
. 41epres3ioD Wll.6.initillled and impleplentc:d 011 112]112 'md
reviewed with all RNILPN st8:ff. The pl.otocol was :fonnnlized
~to frpnysjcinn 's Ol'del'lld protocol '0112/1.6/12 ll21dnursing mllY .

.. mlpJement nur~ing interventions lit an)' tiJue at their d1scl'otlOn,

FORM.cMS..z5e1(62,.gb) Pr8~ou8.V8rsion8 o~'!Iele.
.." .'

,. E~ent 10;787411 . Fllllhty IO~.474D01' . If ~ntinJJlllion sheel Page 5 of 1II
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(oxygen) .saturation had dropped inlo the BO's
when asleep requirl~g the use of oxygen to '
Increase the saturation to a more normalleval of
94 .•97%. The note also revealed that thel.patient

. had stated, ~I have sleep apnea".

.Although a hlstory.and physlcal had been
conducted by ,medical staff upon the Patient's' ,

.. return to the facili1y on the evening of 1/2.0/12 ,
there was no evIdence that facmty staff were
aware of_the recent'hlstol}' of low 02 sats during "
sleep and the patIent idenlffied sleep apnea, The !
pallenl received BOO~g of Ibuprofen at 13:30PM, I
(at which time his/her-remperature was recorded ,
as 100.1.deg~es Fahrenheit), for complaints of a ~
sore throat associated with a dIagnosis Df acute
Uvulitis. Patient'1 was admitted-to Tyler 1 at
6;40 PlVI.and placed on obs8P1ation status that
included every 15 mlrlute checks. The patients
lamperature was taken on just two subseq.uent I
occasions ,anctwas recorded as 99.7 at 6;45 PM .1

and 96.4 at 8:30 PM. respectively. Per review of .,
the Nursing Observation Flow Sheet, dated
1/20/12, the patient was ambuladng abqLltthe .

'unit and talkl[1g with the nun;e and other patients :
during the evenin.9 hours fol/owing admissIon.
,and was notedic be awake until approximately
12;30.AM. During the lime period,between-4:00 - '.
5:30 AM the p.atlent was noted, every 15 minutes, ..
to be yelling. in sleep and snoring foudly. An .
Addendum for 1/21/12, dO~lJmented .~y MHW i

. (Mental Health Worker#2).on.1124112 at 2:20 :
AM, s~ated that. between 4:15 AM and 6:00 AM I
P.alient#1 \Alas doilJ~ "-a.lot of yellIng in....sleep.. ;!
It sounded angry almost as If growling" and staff :
questioned IT.patient was having a nightmare. The;
record also .,stated that staff hat:! attempted to
awaken Patlent#1 "numerous. times as a means .

.
This new protocolllJld e.duclrtional material with rerum ft;ceipt

A 3B5 requested, was mailed TO' all staffwho did receivc orientation OD

site. All stBifwere requited to sign tbatthe)' received Ellld .
,understood the policy IlJId were ditec1x:d to their respective
'M8nagc~8 for questiDD3.

'J. A code blue recorder sheer was finll.i!%cd and imple~ented on
)/25/12 and revicwc;d with all RNIi.PN staff. This Dew protocol
IllIld••due.tional material with rehlm receipt requested, was II\ti.iled
'to all staff who did Dot receive tlriilntutioD on site. All sraff'wcrc
:required to sign that they received and understood the. policy and
were direCtedto their respective Man~" fur questiODS. '

04.The: code blu.c bag contcuts w••ra revislld OD1/18/li for esse of
,access BDd to include only emergency equipmenrneeded during a
Cod~ Blue fOT emergency resusottatioo effQrtG, nus Ilt:W protocol
and ed~clll:io~al material W8lJimpkmCIrtcd on 1/24/12, \Yes mailed
:00all staffwho did receive orientatioD 00 site with. rerum reCeipt
. roquested. All staffwere required to sign thar they receiyed and
understOod the pOlicy'and were directed to their rCllpcetive
MIllIager6 for qucstions. '.
I
I
6. Hospital Transportation policy was amendt:!1 to ~courage ED's
:m sCXld'pllticIIt8 back to the Brattleboro ktrr:at via. ambulance.
;This D8V\'protllcol and educational mllterial was imple:m<:nttd on
ila4l12, was mailed .to all staffwho' did receive orientJrtion on sire
.wlth retum receipt reqllC3led. AU staffwprc TCCj\liredtD sign thnt
they reoeived and nndersIOod th!,!polioy and were directed to their .
'l'CSpecliveManager', for questions, . .

qHAND -OFF COMMUNICATIOl'l
I

.' . I
~. Hlind -offcommuuieatiol1 £oI1DSWIIrll developed ",!ilh $e '.
~BAR protocol for both th~ Brattlaboro Retreat MD. EmcrglUlCY .
pepsrtm~t UP Ql:1d Br.nttleboro Retreat RN. Emc:rg&D.C)'
Departmllnt RN'verbal contact for a.ccepting a patient'tbr
ladmisrion or trllllflfer baole to the :BranleboTO Retreat.

FORM GMS~87(02.99) PrlllliclUll VBl'lliot16 Obl;olsle Event /0:7874' 1 fi3CIII~ 10: 41.oC001 .If conUnu;JtJon sha8l Psge 6 of 18 .
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A-395 .Continued From paSle 6
to get {patIent) 'out of the dream or Whatever was
going en. Thl6 was done by calling (p~tient) name
'repeatedly wIth 1 response of "huh". Despite the
previous recent history of low 02'sals during .
sleep, the patient1s statement that sJhe had sleep
apnea, 86 well as the diagnosis of aoute Uvulitis
and elevated temperature on ,adrriission,'.arid th~
noted change In Pa~ent;#-1's,condition exhibited
,by symptoms of intermittent yellJng durIng sleep
for a prolonge.d period, wIth difficulty arDusirfg the
patient, there was no evidence that nursing. staff
"had qondu~d any health st,atus assessment of
the patient after 9:30 PM. During a subsequent.
v;sual check at 5:43 AM the patient was found
unresponslv.e and wlthou~ .espirations, a Coda
Blue was called, CPR (Cardiopulmonary
Resuscitation) was initiated and PatlBnt #1 'was
subsequently transferred'to the ER where sfhe
expired.

DlJr'lng separate .IntervIews, cot;ldueted at 7:50 !
AM on 1125;12 and 11:02 AM on 1/18/12, . :
respectively. MHWs (Mental Health Workers) #1 ;
and :#2.,.both of whom had worked the Tyler I ,unit. I
on'1he 11:.00 PM -7~OQAM shift.f)n the night of. I

1120/12 through 1/21/12 confirmed that PatI,ent .
#1 had begun yelling In hlslhar .sleep at I
approximE!tely 4:00 AIV)and continued to do so ,1
until 5:'35 AM. They stated that the night light was !

' .on. in the -patient's room- pro:viding enough lightto (,
detarmlrle that the patlanru:olor remained good
.throughout the'n'ight. Patient #1 was described. as :
y'elli~g frequently and loud enough.at times to '
awaken .other patients. The MHWs.stated that, ;
. they ,had attempted to arouse the patient when ~
.s/he,yelled and, although slhe would stop yelling !

the patient never awoke. MHW'#2 sta~d.that the .
patient "was obviously having's hard time." and :.

. I

:n,cse fOlms were ma:dc a pemllment part of thISmediea.l record.
A 395 AJI Admissions and Ji~a)l.Il1tion stUfhavlS beeo in~servic6d l1lld

documents in usc since 2/911i. Tho quaJIt)' depnrlment will audit.
:20 mediell1 record, weeldy to monitor complillIlce ~ this new
Pl'OceS3.

1. A PI initiated [0 addre,ss nursing shift to'shift report and hand-off
communicatioll. Unit NY'tBlng rcpr~Bentati"cs m cll.Ch unit met on
'februory lSI and 8rb afld proccn reviewed and stsndardizlld.
liland-aff COll'1l)}llDiCilltiOU education d.one 00 SBAR, posters made
and distributed to, unit., Bnd n:cOIDm01ldlltiODS made for an SBAR
tcroplll.tefor shU' to shift report. SEAR e:due.tioll ~cle pnblisbl:d
in the BR Connections newslett6l'.lm.plemllnmnon date for SBAR
temple sehadulod for March 15th, 2012-
3. Medical Stilibylaws were amended on '1J9/12, to ensure. thatthe
attending psycbimiEI or dOCIOI'-On-calJ receives' 8.-ver"b81 report
from the ED LIP priorro aocepti08 e,patiCIlt back frc~ IlIlED.,
after 1t8IJ.d'erring for lIIl emergent medical issue. ;
4. The BMtleboro RetrC'llt Medical Director has initiated a
dialoBUc with Rescull. Inc. to work on improving the time it takes
for ~ ambuianee to wive after.a 911 call is made. . i .

,
I.D) PAr.mNT SAFETY SEARCHES-CONTRABAND'

, '.Patien~ CIlIlhide ~oDtrlIbSIld in body cavities-DMIt, donsumers
imd advoc8tes already state our contraban~ 'process is very G;r.Ict If
a.patient refuses the skin assessment they' are placed on 1~1. W c'do
nor do body QIlv1l:yseilrclles. Clothing lIDd bclongingB contraband
ean be dfff.icult wbell patients bring several bags ofbeJongings.
Same bve brought up to ] 0 bags. The Bn.n1eboro Retreat will
limplll11lBnt II DOW prooess f"Or pllIient safi:ty/cOIltre.band BClItl?hes llll

rOII~WS: ":' .'. . .. .

r.A'IlENTSAF£1Y SEARCHES (CONTRABAND) "
,I. All pationt elothiDg md pllfsonlll be]011gings to be oOD1Tab~ded .'
I .' ",

bffthe unit in' A 8;ld E
2, All patient belonginlls w.ill be labeled Emdpla.ced in the security
. ~ upon arrival 10 thll admissions arBA. Belongings inolude .
imytlting in bags, suitoaseS', poo.lcets,
I

FOR~ CMS.2687,(02.ll9) PrevloUG,VIlRIDI\& Ob,oIel. Evtn\'ID:787.411 .' FacUlty 10. 47~001 If con~nulltJon IiIheel Page 7-of 18
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A 395 .Continued From page 7
. s/he voiced concerns about Pati.ant#1, to Nurse
#3, the Charge Nurse all Tyler I dunng the 11:00
PM - 7:00 AM shift at the time. Nurse-#3 told
MHW#2 to Just conijnue checking on the patient. I
.At 5:35 AM Patient #1 was yelling again and Was I
checked by both the MHWs. MHW #1. nax!
conducted a "Isual check of Patient #1
approximately a mlnutBs later at 5:43.AM.and " . ,
. fOlAnd.the patient unre6ponsivB. :

!

Nurse #3, stated during interVie~at 11;02 AM on 'I:

1/25/12, that, alrhough slhe dOB6 not routinely I

perform visual checks.Of patients during the night, ,
s/he had visually checked on Patient #1 at leasl4
tlmes duJing the shift because of the concerns by
M~W9 regardingthe pa~ent'sprolonged I

intermittent Y.eHing.Nurse #3 stateq that, although.
the patienrs color was good, and th~ patient was ;
moving Rbout in bed, slhe "was screaming and ;
. hollering at times", and even woke. up other
patients slhe "Was so loud". SlMe further stated
. that's/he did not attempt to awaken Patient #1.
Nurse #3 stated that, although's/he had received I

report that Patient #1 had been readmItted to the .
unit following acute care .treatment for Methadone;
overdose, sIne had not been aware of P.atJent .. ~
.#1'5 elevated temperatura or diagnosis of I

Uvulitis, and confirmed that slhe had not !
cOAducted any ass8s6rrient of the patJentls health ~
status. Nurse #.3'statecl that s/he was ,called to I

Paiient#1'6.room at approximat?ly 5:43 AM and
found the patient unresponsive and wIthout !
respirations or pulse. 'Slhe stated that CPR was
initiated and. a Code Blue was called. Patient#1 I
. was 9ub6Bqliently transferred. tD the ER 'by I.
ambulance at approximately 6:20 A~. ,.
. Ourlng Interview, .at9:42AM on the morning of. I
1/26/12, the Senior Yloe Rresldent of Patient ~

~. Once the patient has their physiC11l examinatioD completed,
A 395 the}' IIJ'Ogiven swcatpllnts lIDd sweatshirt to wear And all clothing

, wllJ be placed ill'fl. 'container, lab~led lind 3ent to th~ se<;ure
.. storage II.nllL '
4. The security &ta!fresponsfbl e for ehce~g for patient
contrabond will go througf\ the bolongJngs with the p'lltient,
remove the alJlount clothing as Specified below, fmd personal
items acceptable; to be us~d while on the unit/program. .
• Inpatient Adult Units~ Co.Occ~rrlxig Unit, Adu!t Inplltiec.t,
LGBT unlt-S days' worth of clothing .
~Adolescent Inpatient unit 2 weeks' worth of clothing
. Osgood llIJpatientUnit 2 weeks' worth of clothing .
!DMH Inpa1ieDtUnit: 4 weeks' worr.h of cloth-ing. .
t These items will be searched'b}' security for comraband :and
theD placed in a bag for patiem use. .
6. Any illicit drugs found wiJ] be diSp03cd of lII1d any weapons
found will be t'llke:c.. . .
7. AdultPatlCD.~o will be gtven only their personal belongings that
~1IDbe used 00 the unit. ., '.
8. Adolesccnt patIents wlII have'lIIl ADL bucht for personal
items that can be used with sm1f supervision.
9. Th~se items given to thc patient for use on the unit will be
iogged onto' the patient's belongings.shcet and signed bytl;le
patients 8IId security staff pU30n. .

10, The i~ms going into storage will not be scarche4 foX"
.contraband 8Ddwill be inaccessible during tile patient' 6
ti-e~CDt. •
fl. Patients.will sigrithe.ttlley have been Informed Ophis policy
md that the Brattleboro Retreat is not re3ponsible for these items,

" . '~d tliat these items will be returned to the patic;nt on disclu1rge.
12. Patient', belongings will be stored in large impervious

. containers, labeled with paticnt identification inf\lrm~on.. and
~tol'edin the designmd sto~ lltes.: '

.. 13:Upon disctiargc, the;UJI~tMHW or 5'ecurity sta.fl',i,in go to the
4torage l\l'ea for patients to retrieve belo.n~' as theY 8fe le'fl.vll),g .
~h" hospi.tIIl.
I

FORM C~67(02-00) PrevIOus Vemlan8 Ob&Dle\e . Ellcnt/D: 787<411 .~cllllY JD:-174001 If continuation shesf PIl9,1l 8 of 1.8
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This STANDARD is not met as evidenced by;
Based on .staff Interview-and record review
nursing staff failed to adminIster medications /n

Iaccordance'with established policies and ,
protocols and resulting In the potential for and .:
-actual negative otJtcome.for.£' patients. (Patienl&. :
#1 and #2). Findings Inclu~: . I

.Ali drugs and biologicals must be adminIstered.
~y,or under supervision of, nursing or other
personnel in accordance with Federal and State
laws and regulations, including applicable
licensing requirements, and In accordance wfth
the approved medical staff policies end
procedures,

A 395 Continued From page B
.Care Services .and eND (Chief Nursing Offk:er)
coriflrmed the lack.of health status assessment,
for Patient #1 and 'stated that sIne would have'
e~ected nursing staff to conduct an assessment'
.of the patie(lt relat~ to'the patient's change in
condition exhibited by prolonged yelling out and
laok of response to staff attempts to arouse
him/her durIng the night of 1/21/12.

A 405 482.23(0)(1) ADMINISTRATION OF DRUGS

Psr record review staff failed to foUow.the
facility's policies which jn9luded: .the por.cy for •
Medication Procurement Distribution, ,Storage
:and DisposItion, last revised in July 2011 and
, which. stated: MedicatIol) Storage and Disposition; :
When a medication ls delivered to a unit It.shall
. be locked In the designated Jocation.in the
medication room' unless It Is to be admInistered

. immedlateJ}/ ..•.•AIJControlled Substances'stored ..
on the unit. shall be secured and locked inside the .
medication cart dravieror.a cablne~ ~he policy .
tltled AdminIstration and Sched.ulec;1 Time of ;

(X6)
COMPLETION

DATE

.0) An rnedicllliODcam w~e moved to me bac!c of eBoh -tncdicetian
JO?01 out o:t're:acb of 8 pil~ent. ..

PROlltDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS.REFERENCED TO THE APPROPRIATE
DEFICIENCY)

i14. Pllmily llIembers. ,illllificant olhers olld frIend, who visit patienlll
A 395 'wnJ have jrem,lhC)' plan OJ) gtving to palienu. seorched per ourreal

ipoliey. ''Vi.itor". IllldPatient Belongings", lind UI}' items flOt allowed on
~e Dnill:will be h~ld behind tho NUr£iDg StatiOI:!, DD.~given .back to .
.visirotl>' a, lIIe}' leavemlll.lnit
IS. PlltienlS Idolitted dire~t1y to II unlrlptogwn: All b.elongfngs will be

. b,oughtlo A and E for the contr.bl1lld Process OR seourity Q[iUfwlll go'
. to the unit to com. plete ccnlJ'llb •.nd .prOcC" ~1thi.ng and personal i[ems

,~~:~.::e~;~<brqS[~~~~l\~~~~1#
A 405 A 385 482.23 NURSING SERviCES, AMlS:AD~.Jl:';ON

OFDRUClS : .
:A 490 482.25 P.aARMA~UTICAL SERVICES, A'S02 SECURE
STORAGE .
Tbe candition is nor mer as evideDceil. by the fm11l1'C to c:ci!are 3afe end
'secure storage of all drugs ill acDordance witb C8tIIbllshcd policies and
p,OCCd1lf'C:3:10 prcvCllt 8=3 by patients, resulting. in a nega[jve
CIDU:omt. In .dditioIl, thcon:was II failure tel assure that phanaacy &~

[provided iDftlrmat10D [0 nuts!1lg sWftn a mBmlCT thl.t would promote.
s~ mediolltlDo l1Ie Ill.ccordance with established policies and
~prOtDCOI6, . .

JA) Immediately 1Illil. Ilfllin 011 1125/12, a111Uh were infonncd viII a
;memo that no medioatiODs were In bc plaocd 0.11ttlp' oftbc medication

~

cart,Bodno';medicetiollS were to be set up by the IIpm.7am RN. 'Iftb.c
ospital policy ~IiIS nottbDowed lI:Ildpractice ab.~d by Man88e:IS. ,

• baImaoy staff or d~ ljl1lJ1i,ty&pDtc;bcd<r/te&.cctS: sWfwiIl. be.
~Jediat.e1)' 5U3pcndcd.

!B) DI,aiplinllry !lOtiDn was CDllductX,d fur.the RN who administered
!methadone.on \I~9/12 during Ole.unit lockdown. . '

i
iC) D15clplinmy aat1ll)1 wa, Qondilcrtd for tile Pharmacist ,who
:aufborln:d the RN tQ sNe mcth •.donc daring the unit 10c:kdoWD OD

1119/~,

IE) "Zoiles OfSll~ry "we", on:lIlIld and bdgbt colorcd IllJleu,~d to
del4lleate wbere Plltlcllt$lIte !-o'MITtformcdiclltion administration..
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A 405 Continued From page B
Medication; last revIsed and approved In July of
2011., which stated: III. Verffications. Education
, end Discussion: ':Before.administerlng
, medication staff will: Verify that there is no
.confraindication 'for administering the
medlcaUon"; and the protocol fur responding to.
missing medication. tltled Safety Searches - Unit
..Lock-.down for Contraband. dated.June 2006,
which stated; "All medication passes are to 'be
hafted.and no medication may be given until
.cleared with .the Unit Manager or Supervisor",

Patient #1, who was admitted to the Tyler 2 Unit
on 1/18/12 for trealment of suicidal Ideation and
alcohol detox., was able to obtain and ingest the
Methadone (opiate) preGCribed for Patient.#2 ,
during a medication (mad) pass on .the morning ,
of 1/19112. Per interview, at 3;20 PM on 1/24/12, ..
Nurse #1, Who was -responsible for mad pass for:
all patients on Tyler 2 on 1/19/12, stated that s/he ~
was inside the mad room that morning with the I

bottom half of the Dutch style door to the room
closed.' Although the facinly~s poUcy for storage ot';
medicatlon -specifies that medlcatfon .delivered to j

a unit shall be .locked in the designated locati/;m in !'
the mad rpom unless It Is to be ,administered '
Immed.iately. ' and all Controlled Su,bstences, like ;
M~thadone. stored on the ,unit shall be secured ;
and locked insid!3 the r,nedlcation cart drawer or a • '
cabinet, Nurse #1 stated that s/he .had prepared '
. medications. for several patients.-placed the.mads i '
in individual plastic med cups, identified.by patient;
. name, and lined. the cups up on the top of the I
med cart which was located next.to the door and ,
reachable by someone standing outSide the door. I

'Nurse #1" stated.that Pat1el1t#1 presented.at the
med room door for his/her medloatlon at.
appr.Dxlmately 9:00 or.9:30 AM that day. S/he

I
F) Inside locks "''ere Ins13Ued in ell n}edicD!iOll rooms liD tOnt II patient

A 405 would nOl be "ble to lc~ over lilt: du[eb-door BDd unloc!< the mel!
roOIl).

0) An exira set oimcdicDtiDn room keys were removed 1rom ell code
blllC b8!J',

H) All code blue bags vv:ith emerseo!:)'modicotions W~ !mnlediDtely

r'(,ced in locked medication rooau:. .

, I
I) Each unft WB&given 2 Sc1s ofmedicatiOIl room keys ~ NUl'GClJ IIlld
pJlly 1 NU1'llewith Dset of keys eM leave t11ewut at a one: ~c and
. implemented on 2/1/12. A set was given 11:1the Nur8.mg House
Supervisors who ~oDd to Co(\e-~lcmenll::d oo2Jl/U.

J)A form was developed to tign m and. out medication kll)'! each sh!1t
and implomlllltx:d 002/1112,

,K) A new policy was developed to reSect the ch.nges titles
''Emergenpy Cart Stwsgc. IIlld the poliC)' titled Medloll1::ioD.
1'roCIITCmcnt, Stofage and Dispositioll was revised to reflect that no
ParsonnEil other than UDitnurse. phllIm~eist CRll Ilcee,ss th~ medioation
rooxu'l.adepclJc!c:l:ltI)'and IIlj othar sraffwill be directly supervised by
}ha UDit nurse, Tbese poliaies were approved on 3f2/U' &:+,t.wiIl be ,sent
to ell stlfl'to rcad.ll11d3igDmd mailed to sraff,"~o hllVCl10tej6Dc~ by

. 3/8/12. alQllg with DllW dooumentatiOD flow &beets. with r8t\1m reoeipt
requested.

Respaosible Person and Due Dalles:

~tliony Girard, Kirk WoodrinG. and Geui Cole: by 2129fl2
~. 1denli1Y A IIIld E 'plte {'OfaClUli COlltrllband process,,r' Jdcmi£y 3tor88~~a for Don.~nb'abal\ded Ih:rns :

qfConigtIII- by 2123/12 . ' .
1. Complete security job dcl'criplioll' 2120fl2-completed' , ' ,
i,Post sccurity PDlIitiollll.2/~0I12.COn1pleted .
~-RecruJt4th RN for Tyler lll1\d ~- $ positions filled, 3 positions
fCnllliDins :
4. Reorult ~~ med1call:.1PS for] 1.1m position ;'oJle position offe:r
mlde, L~CUDl Tenms agency cpDtacted.
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A,405 Continued From page 10
stated that'thei patient, who was on an alcohol
detox program, received 75 mg of Ubrium
(benzodiazipina used to relieve anxiety and
control agftation ceused by alcohol withdrawa!) at
that time but continued to stand at the.doof,
leaning on the sheff of the half door and
repeatedly asking for Ritalin, fOr which there Was J

'no ,physician orclet, While other patients fined up ;
,In .the hallway awaiting their turns for med i
:administratlon. Nurse #1,stated'that s1ha had i

turned ,his/her head away from the Patient #1 for !
'Q 5ho~ period just once during the exchange. !
.Patient #1 left the area of the medl'tlom and the .!
nurse continued to administer meds to ather '
. patients. Nurse #1 stated It was within 15 minutes,
of the exchange with Paijef.lt #1 that Patient #:2.
'presented to the med room door asking for their
dally maIntenance dose of 110 IT'!g of Methadone
and the nurse was not able to find the pre-pourBd.
medication. Slhe ,stated s/ha had previously
prepared the (2) 4{) mg wafers and (6) 5 mg
tablets totaling the 110 rng dose, placed'them in a
; plastic mea cup with another plastic med ClIp
',covering It and placed It on top of the med cart
prIor:to -the excha~ge witn. Patient #1. Nurse.#1 .;
, .stated that s/ha alerted other staff and the ' i
: Pharmacy tI1at.the Metl1adone was' missing. S/he
"stated that, with the assistance of a pharmacy
..1echnici~n, they !Searched. unsuccessfully.
, throughout the med room for the Methadone. The
protocol for Safely Sea~es - Unit LOGkdow~'for .
: Contraband was Implemented immediately
following ,the Identlflcatlon of missing Methadone;
, and patients were gathered in the community
. .area", Nurse #1 stated tt\at, during this time, ,I
. althpugh slhe had not ~onsultBd Patient #2's . ' I
attending physician, slhe did speak with .' I .
'Pharmaclst'#1 about providing,the maIntenance .,

, :

A 405 Kirk WooddDg
, 1.Hh'e secudty st8ff3116/12

2. Imp-lement new process by 3/31/12 or sOOner.
3. Assign a M~dical LIP to a beeper for Nursing to have
imInediate verbal CClD!8.ctfor an emergent ma~cal issue.

pebLucey
.' [, Develop an,dimplement "safety ZOlles" for medication

administration oIl each'unit. Area where patients are to
stand is delineated with bdghtly coloredtape. -,completed
2. lIIimediately on 1/25/12 all RN's were infomled via a
memo tb8.tDomedicatio~s were to be placed art top ofthe .
medicKtion cart, and'no medications were to be' set up by
the lIpm-7am RN. IfpraCtice observed byManagers,
Pbam;J.acystaff or during quality spot checks/tracers, staff
would be immediately suspended..
~. Ensure disciplinaI}' action conducted for RN who
. iu1minisr-ered-methadone OD 1/19/12 during u.u.it lockdown.
,.:...completed ' :
4, Review contrabBrid education, revise if:need~d,orient
new staff- 3123112 .. '.
5. Impleme;ntnew doC11tD.entation flow-shee~- tompleted
315/12
6. Education modules and policies forphysical;aBSe3sm~t
~implement by 3131/i2.
V. Develop and im,plement new nursing assessment for' ,
bt }{N''s - 3112/11
8. Implement new assessment and team nw~gm.odel by
~/3lti2. . '.
I '
I

Sharon Chap~-,
1. Develop' action plans for eMS Nursing ,and .
Ph8rtD.Q.ceutical CoP's. ., , .'
j
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A 405 Continued From page 1'1
.dose of Metl1adone to Patient #2 who had still not
received the medioatlon and the Pharmacist told ' .
Nurse ~1 that Patlel'\t#2 needed the medication.
Despite the fact thal admlnistratlQn of Methadone
to Patient #2 was contraindicated because staff

. had not been able to account for the missing
Methadone, and It was a violation of the protocol
that stated to halt all medication administration.
.and, finally, without consul~ng the attending
physician, Nurse #1confirrned that.s/he ,
administered 110 mg of.Methadone to Patient #2 :
(at 9:30 AM according to the Medication
AdmInistration Record), In addltlon Nurse #1
stated that slhe continued to administer
medlcatlon to the 3 or 4 patients that had still not
received their scheduled medica~on6. . ,

: Nurse #2 statsd during interview at 3:45 PM on
1/24/12, that.whlle an patients were gathered in
. the oommunity area of the .unit. Patient #1
approached hlm/her and.admltted that s/he had
found.a white pill (a 40 mg wafer of Methadone) I

, on the floor of the bathroom that 'morning and had;
ingested It. A body search was then conducted 011 j
Patient'#1.and durin.9 the 90ntraband search of ;
Patient #1's room slhe revealed a 5-mg tablet of !
.Methadone that had been taped to the undersidEl J
of a drawe( Palien t #1 was placed on j: 1 I.
observation status and after begInnIng to exhIbit
symptoms of Metfiadqneoverdose, Includll]g
slurred speech, decreased respirations,
.Increesing lethargy and constricted pupils; slhe
was transferred, at 11:55 AM, to the ER .. '
(Emergency Room) for lreatmen~. Patient #1

, r.etumed tathe facil1ty appr.oximately 3 and a half
hours.latei: at 3:30 "PM. was tranSferred to lhe
Tyler I Unit and 'subsequently retumed to the ER
at approximately 5:00 PM that evenIng as a result

I

;2. Provide weekly up dates. to the ExecLUive TealJ18Ild
A40S:CEO

I '

,3. Monitor medication admiJ;listration compliance
through 'tracer activities ..

.: 4,.Develop new nursing assessment and. policy by
, 3112/12 at)d monitor 20 charts weekly for compliance .
.5, Review current contraband po1JcylIlst witb
~stakeholders:-completed
16. Write new policy for process-2128112
7. Review poncy with exec team-2128/12
i g, The Quality department will review 100% 'of
; contrab8Ild incide.o,t reports daily to moIrl:tor ourrent and
: new proce9S.
; 9. Spot check py directly observing process in A and E.
; 10. IdentitY action plans for process breiil<:downs with
;key stakeholders ,
: 11, Review] 00% of.oontrab'and moident.reports in .
~Patient Safety Committee mon1:bIy .
: 12. Continue tracking, trending and quarterly apelysis C1f
I contraband incidont!i and report to OIg Wide PI and' .
Patient Safety Committee.
Sen Pu, Ph.anno.cy Director:
. 1.Revise medication storage- and security policies with'
Iassist by Sharon Chaput by 2128/12-completed
Ii2. Educate all phBImaC)' staff on their re9pon~ibj1i!y to
!observe medication administration. medicationscctirity
Iand storage and report policy non~oomplianoe to .the
:staff person and their respective Manager. .
!3. ~ducate all pharmacy. staff on the unit 10okdoWI1
:p;;ocedure,-completed ; .
;4, Conduct performan~ecoulfSeling with phannacist -
. ,who did not follow the procedure on 1I19/12~-
J •

, completed. ..'
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A 405 ContinUed From page 12
of contlnulng to exhibit symptoms associated wlth

. Methadone overdose, '

Per interview, at 12:53 PM on 1/25/12, the Tyler II
Nurse Mana,ger confirmed that Nurse #1 had
oontinued to administer meds to patients after I
Mathadone had gone mls9ing end further stated
that slhehad told Nurse #1 and all ,staff that
.medicatlon administration had to be halted . I.'

because ~By.could no~account for the missing
Methadone.

A 4.90 482.25 PHARMACEUTICAL SERVICES

The hospital musfhave pharmaceutical -servfces
that mest.the needs of the.patients. The
Instttutlon must have. a phamtacy directed by a
, registered ,pharmacIst or a drug stor~ge Brea
under competent supe~jsion. The medIcal staff.
is responsible for developing poUcies and ;
procedures that minimize' drug errors. This

I func.non may be delegated'to the hospital's
organJzad pharma~eutlc81 service.

-ThIs COND(T10N is not met as evidenced by:
. Based on -staff Interviews and record review the
. CondItIon of Pharmacy Services is not met es
evidenced by the failure to ensure safe and
'secure .storage of all drugs in.acoordance wrth
established policies' and protocols, to prevent
, access by patients, and'r.esultlng ina negative
patient outcome. In addition .tOerewas a ~i1ure to :
as'sura that pharmacy staff.provided Infonnation
to nursing staff il'l a manner that would promote i
safe-medIcation use in ,accorP<;lnce with
.establlshed poliCies and protocols,

4
,5. Remove all medication room keys from the Code Blue

A 05 bags- ' , , .
6. Store all C~dc Blue bag! contaiDing emergoncy
medications in a locked area. Or medica.tjon roomi ~
cotnpl~d. ,
7. Provide each unit witll2 sds of medication room keys for
2 unit Nurses- completed.
i8. Implement sign offfoIIIl on each unit for medication keys.!~=~~Tte'~~!;~~~'''''on.

A 490 ~~
Unit lock-dawn procedure ih.ItiBted upon noting msthB.done

: WII.!I mlssing from the top of the medication cart and after
.search of immc:diate; 1D"C8 was conductc;d.
1,Medication RN csllcd PhllIlIlll.c}' who arrived to .assist with
.searching immediate lire&..

.2. All patients girthlU'ed in day~room' . '
;,.3.Directive by NM to administer no medication until further
;n9tice ,
4. UrineDAS's ~orie and collected QD all patientS
:5. Unit Ilndplltient room oontraband selll'ch conducted6. k
jone plltient's room selU:Chwas being conducted be.came
iforward 8Ild acknowledged "findingmcthBdoil~" in bathroom,
ihaving ingested it, IlIId hiding B tablet undc.1' a desk in his room•
11.This pnuc;nt was placed OD 1-1 in the ALSA area:,had a
!complete sIehl 83se,s/Uent for cox1trflb!lI19 ludde:o 01'taped on
Ihis body. . ,
:8. The patient who was ~cheduled to recejve the methedone
;was also pla.eed on 1-1 and a body and roo~ ContrabBIld ..
.conducted. He denied having stolen the methadone' as the dose
!WflSm~llI1t for him. . !

, ;0 The :PIIRis.k Manager was present and fl5sisred Wtth the unitI .:.
, jlock downprocedure,. . "
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A 502 482.25(b){2)r) SECURE STORAGE,

All dnms and biologicals must be kept in a secure!
area, and locked when appropriate. ,

This. STANDARD is not met as ,evidenced bJ:
, 'Based on staff Interview and record r.evlewthe
~Pharmacy Department failed to ensure that all
, Controlled. drugs were s6curely stored In a
manner ll1atprevented unauthorizecl aCCOO8 by
patients, and failed to assure that medicatIons •
were admlnfstered in a manner consistent with
facility folicies and Proced!Jres. Findings' j

~c~~: !

.Per record review staff tailed to follow the j
"facility's policies which included: the policy. for I
Medication Procuremen~ Distribution. Storage .
and'Disposilion. last revised in July 2011 and i
Which stated: Medication Storage and Disposttlon; ~
'When a mediCation Is deliv.ered to a unlE it shall
be, locked in the designaled locatio'n in the
medication room unless It Is to be admlnlstered
Immediately .....AI1Controlled Substances stored
on [he unit shall be secured and locked Inside the
medication cart drawer or a cabinet; the pofic;y, :
titled Administration and Scheduled Time of
.Medication, last revised and approved In July of '
.2011, Which stated: HI. Verifications, EducatIon
and Di5cl.!ssion: "Before administering

. medication.staffwill: Verify that there ,ISno I
contraindication fer administering the .
medication"; and the .protocol for res:pondlng to !
missing medication, UtJedSafety Searches ~.unit ~

i~J
COMPI,ETIOHPATe

.IMMEDIATE ACTIONS ON 1121/12: (FOLLOWING.
IPArrENTDBATH) , .
:1. Admissions to'Tyler 1held ;
:2. All patients placed on 15 mil1ute checks
;3. Dr. Engstrom reviewed chart', intervj&wed the medical
!staff, Dr. rOoster
~. Dr. Engstrom r~iewed chart ovor the phone with Sharon
:Chap~ ' '
15. Shlll'OD !pob with Deb Rivera night Houae SuperYisor-
, ~AED socured with cnllrt in medication room and
'replacement AED brought to the unit.
6. Shliron Chaput oalled Franktinus S. the NUrsing
Supen'isor oomwg on for the, da.y shift at 10: 15 am on
,1/21/12", (h~ a~ivc5 at lOam fOr shift) to give hun a report
,0:0 events 6f]/19/12 through this moming at 5:45 am when .
.:patient J.F. fOUDdwJT63ponsive .
;7. FraJUctin,us secured the Chart snd ABD in Sbaro):)'s
I' ,r~,ce.

JD I PROVIOER'B PLAN OF CORRECTIoN
PREFIX, (EACHCORRECTIVEACTIONSHOULD BE
TAG ! .CROa8-AcFr:;Fl~NCEO TO THE APPROPRIATE

OEFICIEIlICY)

!o All Di~djClltioDcaru on every unit were moved to the :fQrthCBt
A -4aD :polnt and not accessible by a patien1 reAChing OVer the hulf door.

'0 Senior Direotor ofSwadardsand QUIIIlt)' lUId the Phamlacy
Director conducted 8 critiCll1mcidllIlt revill~~fthe e ent!n the i d.;
. CMSITIC :me~if tYerrt ~ers pres # ~

A502' C ~.J 1[(11/ 1'W
',0 Anthony Girard, Director of Facilities ha m~de k~yU
. loclcs for all medication rooms installed that day, 80 a
:patient would be prevented from leaning over and
"UlllocJcing med room door. (Dutch door) .
, 0 Deb Lucey, Director ofEducati~D requested 1;hAtthe
=Managers emure that the Medication Admiiuma.tion policy
~I!S posted ill all medication rooms. and have aU RN's.
:p~cu}arly RNs administering medications review the
policy, read and sign off OD the policy. ,
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A 602 Continued From page 14
LOCk-down for Contraband, dated June 2006,
which stated; "All medica~on passes are to be
halted flJ1d no medication may be gIven until
cleared with the Unit Manager or Supervisor".

PaUent#1: who Was admitted to the Tyler 2 Unit !.
.on 1/18/12 for treatment of.suicidal ideation and I
alcohol detox:, was .able to obtaIn and Ingest the
.'Methadone (opIate) prescribed for Patlent#2
during a medIcation (med) pass on the morning

'. 011/19/12. Per. Interview, at 3:20 PM on 1/24/12, I.
Nurse #1, wh~ w!,!s responsible for med pass for
all patients,on Tyler 2 on 1J1.9/12, stated that s/he
was inside the med room that mornIng with the
bottom half of the Dutch style door to the room .
closed. Although the facIlity's policy for Stor.a.90 of~
medloation specifies 'that medication delivered fQ
a unit shall.be looked in the desi.Qnated location In .
the med room unlEls!> It Is to.be administered '
immediately Nurse #1 stated that sJhe had ~
prepared medications for several patients, .placed '
the meds in individual plastic med cups, Identified.
by patlant nams, and lined the cups .up on the' top
of the med cart which wSs Joc;rted next to the

: . door and reachable by someone standing'outside.
the door. Nurse #1 stated that Patient #1 I
presented _~t the med room door fur his/her . I
medicatIon at approximately 8:00 or 9:30 AM1hat I
day. S/he.stated that the patient, who was on an l
alcohol datox.pro,gram. received 75 mg of Librium:
(benzodiazlpine used to relieve a!1xlety .and . ;.
. control agItation caused .by alcohol withdrawal) at
that time but continued 10stand at the dOOf,' . .
leaning on the shelf of.the halF door and . I
. repeatedly askill9 for Ritalin, for which. there was !
no physician order, while other patients lined up "
;1) the hallway awaiting their turns for mad
administration. Nurse #1 stated ,that s/he.had I,

,
8. Sharon Chaput de'lleloped and iDstiMe"d an emergency .

A 5~2 protocol for 02 Sat's and VS for respiratory depression riale
pylls.m .
9. Staff d~rie:fing~8herriPrench interviewed nursirlg staff
10. Patient comm'UJlity meet!ng held '

On 1121112 at 11am an ~mergenc<y02fVS protocol fur
respinrtory depression risk WIlS implcmoIItGd on all inpatient
\mits as follows:

01 SAT's every 15minutes, IIDd VS Q 2-4 hrt forthe
followii:Jg; l'

~Suspicion of cheekiDg mods, suspicion of overdost'l,
• Having ingested illicit meds,

- , For changes in mental status that indioate confusion.
drowsiness, sIun:ed speeoh, decrea.gedrespiration~, decreasing
"02 Sat's. VS chaoges . . . '
• A1ly patient sent to B!VfH for the abOva, upon rekn will be
placed on 1-1, or 15 minute checks, lIl')d02 SA Ts Jlnd.vS
every done 15 minutes .J _

.Onsite Exl<cotive Emergency meeting called by :
Rob Simpson: .

; Chart rcviow completed by Sharon Chaput, prioX' to meeting.
~Decil>ion to continue to bold admissions.IRCA scbaduled a1ready'for Monday 1/23 due to 1J19112
~edicatioD incident.. -' .
.' Dr. Engstrom, Dr. Kloster and Sharon Chaput" reviewed the .
incident! on .1119/12 IIDd 1/21/12 for the team BS3"embled.
, Sharon Chal?ut reviewed the timcline for both incidents.
: Rcvimved oUr ability to respond 10Code Blues and noted
that Rescue lne. took 17 minutes to arrive after the iuitia1. 91 I
fall Dr. Engstrom to contact Roscue IQc.

.1, i
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A 502 ConUnued From pa"ge15 .
'bJmed hislher head away from the Patient #1 for' ,
.a .shott perIod just once during the exchange.
Patient'7#1"left the area dfthe med room and the

. nurse continued to administer meds to oltler
patien~, Nurse #1 stated It was wittJin 15 minutes
of the sxchange with Patient #1 that Pal:tent #2
presented to ttJe med room door asking for their '

. daily maintenance dose of 110 mg of Methadone
and the nurse .was not able to find the pre-poured '
medication. S/he stated sine had previously i
prepared the (2) 40mg wafers and (6) 5 mg ,
~blets totali£19the 110 mg dose, placed them in a ;
plastic.med cup with a"other'plastI~ mad.cup I
coveriog it and placed it on top of the med cart I
prior to the exchange with PatiBnt,#1. Nurss #1 I
stated that slhe alerted other staff and the i
Pharmacy .that the Methadone was missing. Slhe: _
stated that, with the assistance of a ,pharmacy , ,-
technician, ,they searcheq, unsuccessfully, :
throughout the med room for the Methadone. The I'
protocol for Safety Searches - UnitLock down for I

Oontraband was ImplementedImmediately. :
following the Identification of missing Methadone;
and patients were gathared In the communIty

.area., Nurse-#1_stated that, during this time,
although s/he had not consulted Patlent#2!s
.attendlng 'Physician, slhe did speak with
Pharmaoist.#1 about providing the maintenance
dose of Methadone to PatIent #.2 whD had stJIInot
recejv~d the medication and 'the -Pharmacist told
Nurse #1 that Patient.#2.needed the medication. - ,
Despite the fact that administr.ation of Methadone .

.to PaUent #2 was contraindicated because'slaff ,
had not'.been able to account for the- missing
Methadone, and it was a violation of the protocol

. that stated to halt all medIcatIon admlnistTation,
and, fin-ally,.w1tho_utconsulting the attending

: physician, Nurse #1 confirmed that ~/he. -

A 602" Began be,nchmarking with other psychiat;iic
hospitals to see if they !lave AGLS tra.lned LlP's and
RN's- all BLS only so"far and none use airwa.ys .
• Me~hadoDe 64 mg unaccounted for and RN had
administered 110 mg to the patient who was.
scheduled to receive it, before .we could. :finish the
'unitloolc-down procedure-no hljUry occull"ed to
:THIS patient ho:wever' it could have. Serious near
misE~Disciplinary action for RN and memo sent that
h.omedicatiQIlS were to be l~fton top of the
bedication cam.
.~Discussed Pyxis/Omnicell having supervisor
bvemde capability-would ha.ve prevented the RN on
I _P from administering methadone to the patient
~out a Supervisor sign-off. Rob Simpson CEO
_approved lell.3mg option:
-~ContI'a.o8nd policy and process reviewed and to be
reviewed during RCA With staJfwhci did the
~dmission and subsequent re-admissions_ Concern .
was the pOB~ibility that the patient wh~had. died had

- ~dden the unaccounted f91" methadone ox!-his person
or in a body cavity. ' .
.• Discussed need fol' medical LIP in additiO~l to .A
~d E adrnissiOIis nurse In order to provide same.
level of medica] cSJ-e2417. Rob Simpson QBO
approved- and ]'ecruitment to be~ on Monday
'1123112.
• Extra House Nurs"ing Supervisor to .bB .added on
) 1pm-7am shift until a medical LIP can b~ recruited-
Rob.Simpson CEO appr,oved,

.- ..
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A 602 Continued From page 18
administered 11.0 mg of Methadone to Patient #:2.
(at 9:30 AM according to !he Medication
Administration Record). In addmon Nurse #1
stated that sJhe continued to adminIster
medication to the 3 or 4 patients that had still not
receIved theIr scheduled medica~ons, .

Nurse #2 stated, during interview at 3:45 PM on
1/24/12, that while all patients were gathered In
.the community area of.the unit, Paijent#1
approached him/her and admitted that slhe had i
found a white pill (a 40 rngwafer of Methadone)
on the floor of the bathroom that morning .and had;
Ingested It. A body search was then,con~ucted on'
Patient #1 and during'the contraband search of :
Patient #1'g room slhe revealed a 5 mg tablet of
Methadone that had been taped to the underside
of a drawer: Patient #1 was placed on :1:1
observatIon .status and after beginning.to ,exhibit
symptoms of Methadone overdose, Including
slurred speecl'1, decreased respirations,
increasing lethar.gy and constricted pupils, s/he
was transferred. at 11 :65 AM. to the ER.
(Emergency Room) fartrealment Patient#1
retu~d to the'factnly approxImately 3 end a half
hour& later at 3:30 PM, was tran6ferr.ed to the
Tyler 1Unit and subsequently returned to the ER
at:approxlmately"5:00 PM that evening as a r86ult i
of.continuing to exhibit symptoms associated with 1
Methadone overdose. I
During interview, at 1.0:1.4 AM On t/25/12,
, Phermaclst#1 confirmed that Nurse #1 hed
contacted him/her on the morning of 1/1.9/12 to
report tnat Methadone was missing. The
Pharmacist slated that during the conversation
. the questjon came up about giving Patien! #2 .
~their prescribed Mefhadone. S/he 'statea that

FORM CMS.,2Ii87(02-9Q) Pre'l1Dltl VerslDnll Obsoltle I:vont 1~7B7411

A 502 .- Nursing critical thinking! assessment- and reassessment
:discussed. Need to pull ehaji:l OJ} :RN assessment cOJ!1ing to
!unirRN's, medioaIrespoDse/assessmentrraiDing, and
Icritical thinking training - not happoning quicl~~DUgh Bud
ivP of Patient Care has beeD talking about it for too lon'g. ~
!Rob Simpson CEO approved and Sharon 'Chapm '[0

develop action plans. .
:- Staffing levels forunits with high volume medication
'administration and high risk meds discussed. ¥od~l of
,c8Ie delivery also being discussed for too long':need to pull
[chain on this one,
:. 4th RN for Tl, T2 already approved in D~cember by Rob
:Simpson CEO - bllSed on medication worl<load, high risk
'meds, detox protoools, He is asking VP of Patient Care to .
.fast track hiring snd explain why ir Wag Dot in the budget.
I. Sleep ttpnea,.lli.gh risk long acting meds like methadone
dis.cussed and options for monitoring at night !Continue
:with current 02 sat machines, Dr. Klosta to c!:>ntact a
colleague, who is a sleep apnea specialist to co~e and do
an educational workshop Tor all LIP's, ~'s. MHw's and
any other staff. In-service to be videotaped fOl: staff who
I '.

icannot come.
I. •
~ Discussed need to have meetings with BMH ED again as
DO'DOC-DOC verbal report done when patient returned on
~1119/12 md BMH faxed medical information airectly to
the.unit on 1120/12/10. not to A and E. . ,
• Sblll'on Chaputwrote up action plans to addr~ss all
items-added responsible person and due dates. !Addi~o:na1 .j'
~ction items added after RCA ,
~Action items reviewed weekly in Executive Ti8In
,~eginning 1124/12, KY/({J" /' II q I
i. . oft r;1/L/ 1f v'jpJ pi ,
I

F.dlllY ID: ~7~0D1
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A.602 .continued F.rompege17 A 502
Nurse #1 had expressed that s/he w.as sure
Patient #2 had not taken the Methadone and the
Pharmacist told Nurse #1 that s/he would give the
Me~adone If positive Patient #2 hadn't had it:.

The Director of Pharmacy Services agreed,
during IntervieW at 9:60 AM on 1/25/12., that there :
was a potential for Methadone overdose to occur I

if a patient receiving a .dally.malntenance dose of
110 mg were given more than the maintenance
dose. During a'subsequent interview, at 9:55 AM
on 1/26/12, the Director 01Pharmacy.Services
. agree~ that admInistration of medication should
be halted, In Bccordan~ with 'the facJli~s
established protoool for Safety Search.es - Unit
'Lock-down for Contraband during any event when
staff ere not able to account for missing patient .
medications. Slhe further.agreed that response
by pharmacy staff to questions posed regarding
medication administration during an event

. requiring a unit lock-down should reflect the
. directives In the protoc:ol.

.(

. j.

I

.!
j

1
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